Abstract: Herpes zoster is caused by "varicella zoster virus"-a neurodermotropic virus which is
I. Introduction
Herpes zoster is caused by -varicella zoster virus‖-a neurodermotropic virus which is distributed worldwide. It is characterized by unilateral radicular pain and grouped vesicular eruption that is generally limited to the dermatome innervated by a single spinal or cranial sensory ganglion. It occurs as a result of reactivation of the latent virus from within the sensory ganglion [1] [2] [3] following an earlier attack of varicella.
The reactivation of the virus may be due to immune suppression (inherited, acquired or iatrogenic) or spontaneous. In HIV patients it may present in diverse manner such as multidermatomal involvement, crusted, nodular, vesiculopustular, ulcerative or ecthymatous [5] [6] [7] lesions that may be widely disseminated [5, [8] [9] [10] or localized [10] .
Post herpetic neuralgia (PHN) is a most important and troublesome complication, which is very tiring to the patient as well as to the physician and till date there is no single effective drug to cure this distressing problem [11] . Acyclovir has been the oral antiviral agent approved for the treatment of patients with acute herpes zoster, its effect on post herpetic neuralgia remains controversial [12, 13] .
II. Objectives
To study the clinical profile of Herpes zoster patients attending a tertiary care center.
III. Materials And Methods
This was a prospective observational study conducted in the Department of Dermatology of the Assam Medical College & Hospital, Dibrugarh, Assam. The study was conducted over a period of 1 year from July 2013 to June 2014. During this period 113 clinically diagnosed cases of Herpes Zoster attending Dermatology OPD were included in the Study. Ethical clearance was taken before performing the study and informed consent from patients was also taken.
Patient particulars like age, sex, address and occupation were noted. A detailed history regarding prodromal and presenting symptoms, day of occurrence and types of skin lesions, the nature, severity and character of pain were noted. Past history of chicken pox if any was noted. History suggestive of any provocative factors was also sought. A thorough general physical examination and local cutaneous was done and findings were recorded. Whenever required,opinion from other specialists wassought. Complete haemogram, blood sugar, routine urine examination and ELISA for HIV 1 & 2 were done. All patients were reviewed weekly for 1 month and then monthly for 3 months.
IV. Results
One Hundred and thirteen (113) cases of herpes zoster were recorded during July 2013 to June 2014. A total of 22228 new cases attended Dermatology OPD during the study period, giving the frequency of occurrence of herpes zoster amongst OPD cases to be 0.51%. The herpes zoster cases included 71 males and 42 females and the male: female ratio was 1.69:1.
The mean age of presentation was 45.75 years with the range from 12 to 80 years. Maximum number of cases were seen in patients from 31-40 years of age (28; 24.78%), followed by cases in 41-50 years (25; 22.12%).). Males outnumbered females in all almost all age groups except in 51-60 years. 21 cases (18.58%) were above 60 years of age. The age and sex distribution of the patients is shown in TABLE 1. Most common occupation of these patients was that of house wife (37;32.64%) followed by Farmer (20; 17.70%), Service man (18; 15.93%), Businessman (16; 14.16%), Daily Manual Labourer (8; 7.08%), tudent (7; 6.19%), Unemployed (6; 5.31%) and Professional (1; 0.88%). The duration of illness on presentation was maximum in 0-3 days in (58; 51.33%) followed by 4-7 days (40: 35.40%), and >7 days (15; 13.27%). rodromal symptoms were present in (70; 61.95%) whereas it was absent in (43; 38.05%). Burning sensation (25; 22.12%) was the most common prodromal symptom followed by Watering from eyes and Itching in (9; 7.96%) each, Paraesthesia in (7; 6.19%), Fever and Tingling in (6; 5.31%) each, Headache in (5; 4.42%) and others in (3; 2.65%).
Skin eruptions were the most common presenting symptom (112; 99.12%) followed by Pain (102; 90.27%) and localized itching (8; 7.08%). Most common type of pain was Burning pain (52; 46.02%) followed by Stabbing pain (28; 24.78%) and Shooting pain (13; 11.50%). A definite positive past history of chicken pox was present in (90; 79.65%) whereas past history of chicken pox was absent in (23; 20.35%). A surge of cases were seen in March (13; 11.50%), April (15; 13.27%), May (12; 10.62%), and then in August (17; 15.04%) and September (15; 13.27%). Precipitating factors were present in 22 cases(19.47%) whereas it was absent in 91 cases(80.53%). Most common precipitating factors seen in the study is diabetes (11; 9.73%) followed by immunosuppressive drugs (5; 4.42%) and tuberculosis (3; 2.65%). Complications were seen in 43 cases(38.05%). Most common complication seen was post-herpetic neuralgia (16; 14.15%) followed by pigmentary changes (11; 9.73%), scarring (8; 7.08%), secondary bacterial infection (4; 3.54%), keloid (2; 1.77%), and dissemination (1; 0.88). Maximum cases of PHN were seen in the age group 61-70 years (5; 31.25%) followed by 51-60 years and 41-50 years (3; 18.75%). [15] , 0.60%(Uddinet al 2010) [16] , 0.46% (Suhailet al 2011) [17] .
The maximum number of cases was seen in patients from 31-40 years of age (28; 24.78%) (From Table  1 ).Chaudharyet al (1987) [18] reported maximum cases in [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [16] found a male to female sex ratio was 1.4: 1.0.Kayasthaet al (2009) [15] found among 174 cases 119 (68.39%) were males and 55 (31.61 %) were females, the male: female ratio being 2.16: 1.
Our study is consistent with most studies cited above however Kayasthaet al(2009) [15] found a little higher ratio of 2.16: 1 while Chaudharyet al (1987) 2.2: 1 and Gohet al [20] in their study found equal incidence in men and women.
In the present study it was seen that a surge of cases were seen in March (13; 11.50%), April (15; 13.27%), May (12; 10.62%), and then in August (17; 15.04%) and September (15; 13.27%). Chaudharyet al [55] noted increased incidence in the months of August, September and October. Nigam et al [21] found increased incidence during March, April, August, September and December. Sehgalet al [22] did not find any seasonal variation. Ragozzinoet al [23] also contend that there is no clear evidence of seasonal trends in incidence of zoster. Kayasthaet al (2009) [15] the disease was more prevalent during the months of Baishakh to Ashad (midApril to mid-July). From Table 3 , Thoracic segment was most commonly involved followed by Cranial, Cervical Lumbosacral segments, which is in agreement with the other studies [25] [26] .
Table3: Segmental distribution
In the present Study prodromal symptoms were present in (70; 61.95%) whereas it was absent in (43; 38.05%) which is in consistent with Dubey et al (2005) [14] (68.22%). Whereas earlier studies like Chaudhary et al (1987) [18] and Mittal et al (1995) [30] reported prodormal symptoms to be present in 20% and 36% of cases. Past history of chicken pox was present in (90; 79.65%). Latheef et al (2011) [19] found a definite history of chicken pox in 63.4% of cases. Boley et al (1990) [31] reported 50% of the patients will develop herpes zoster who had a past history of chicken pox. Simpson (1954) [24] also recorded a high incidence of herpes zoster among patients who had the past history of chicken pox.
The most common precipitating factors seen in the study is Diabetes (11; 9.73%) followed by immunosuppressive drugs (5; 4.42%), Tuberculosis (3; 2.65%) and HIV in 1 (0.88%) case. Dubey et al (2005) [14] found 9 patients had corticosteroid therapy, 5 patients with chemotherapy and radiotherapy, Diabetes in 3 patients and tuberculosis in 3 patients. Uddin et al (2010) [16] found three cases had chemotherapy and two on corticosteroid therapy with diabetes mellitus in nine cases, pulmonary tuberculosis 1 case, 1 case thalassemia and 1 case with chronic renal failure. [23] 9.0 [25] 9.7 Fitzpatrick Et A [32] 15.0 Straus Et Al (1988) [33] 14.0 Church Et Al (1972) [34] 10.0 Sehgalet Al (1976) [22] 11.0 Nigam Et Al (1991) [21] 11.3 Chaudharyet Al (1987) [18] 14. [19] 10.24 Present Study 14.16
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From the above Table 4 , it is seen that the finding of the present study is consistent with the most of the studies. [32, 33, 18, 14] whereas, some studies shows a little lesser incidence of PHN which may be due to more proportion of younger population in those studies [23, 25, 34, 16] . The incidence of PHN in both males and females are equal. Maximum incidence of PHN is seen in 61-70 years age group. In the present study a single case (0.88%) of disseminated zoster was seen. Nigintonet al (1992) [35] reported 2-5% cases of disseminated herpes zoster. Juel-Jensen and Mac-Collum (1972) [36] reported 16.5% cases of disseminated herpes zoster in a series of 91 patients. They observed that all the cases of disseminated herpes zoster are above 60 years of age. John et al (1964) [37] ,Bumbet al (1989) [38] observed 40% of the cases of disseminated herpes zoster with Hodgkin's disease and internal malignancy. Marsilaset al (1964) [39] reported 17 cases of disseminated herpes zoster and the 4 cases who died all had underlying malignant disease. One patient presented with corneal ulcer and scarring, resulting in corneal opacity with loss of vision in one eye.
VI. Conclusion
The disease preferentially involves older age group while being a rarity in children. Various precipitating factors and diseases may be associated with Herpes Zoster. So, always a suspicion of underlying immunosuppression or diseases like HIV, Tuberculosis or Malignancy should be kept in mind whenever a diagnosis of Herpes Zoster is sought. Some forms of Herpes Zoster like Herpes Zoster Ophthalmicus, RamsayHunt Syndrome should be promptly diagnosed and treated because they always pose a risk for permanent damage of vital structures like the eye, ear or the facial nerve.
